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S 000| Initial Comments S 000

This Statement of Deficiencies was generated as
a result of complaint investigation cenducted in
your facility on July 13, 2008 and finalized on July
29, 2009, in accordance with Nevada
Administrative Code, Chapter 449, Hospitals.

Complaint #NV00022268 was substantiated with
deficiencies cited. See Tag S 298.

A Plan of Correction (POC) must be submitted.
The POC must relate to the care of all patients
and prevent such occcurrences in the future. The
intended completion dates and the mechanism(s)
established to assure ongoing compliance must
be inciuded.

Monitoring visits may be imposed to ensure
on-going compliance with regulatory
requirements.

The findings and conclusions of any investigation

by the Health Division shall not be construed as :!VE D
prohibiting any criminai or civil investigations,
actions or other claims for relief that may be 3 20n4
available to any party under applicable federal,
state or local laws. iﬁ%ﬁ%ﬁ%‘%
. . Tag S 298 ’ '
Sssi%a NAC 449.361 Nursing Service 5298 The identified patient had been

discharged prior to the survey and it is
not possible to address this particular
patient.

9. A hospital shall ensure that its patients receive
proper treatment and care provided by its nursing
services in accordance with nationally recognized

standards of practice and physicians' orders. All patients admitted to the facility have

the potential to be affected by this
practice. The current policies related to
discharge planning and discharge
documentation were reviewed, no
revisions were required.

This Regulation is not met as evidenced by:
Based on interview and record review the facility
failed to ensure a safe and orderly discharge for a
patient (Patient #1) as follows:

If deficiencigssare cited, an approved plag of correction must be returned within 10 days after receipt of this statement of deficiencies.
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$ 298| Continued From page 1 S 298 The Directors/Managers of the clinical
units will reinforce with their staff the
1. On 6/9/09 at 10:15 PM the patient was need to read case management
discharged with a taxi voucher to a group home. documentation to verify the discharge
2. The voucher had the wrong name of the group plans for individual patients. Individual
home. clinical staff and Case Management staff
3. The patient arrived at the wrong group home invoived with this specific patient's
at 11:00 PM. The patient was then sent by taxi to discharge have been coached and
the correct group home. counseled by their respective
4, The facility failed to notify either group home Director/Manager.

that the resident was on his way. The Directars/Managers of the clinical

units will review with clinical staff
regarding documentation requirements of
discharge planning and need to ensure
that complete and concise documentation
is present on all patients. The
Director/fManagers

It was also reinforced with clinical staff
that any patient discharged to a facility
other than home must have that facility
contacted by clinical staff to advise the
facility of patient’s discharge, condition,
and ensure that a bed is still available as
per policy, “Transfer to other Facilities”.

These reviews will be completed by
verbal and written communication, use of
the shift “huddles” and also via the
huddle communication book which is kept
on each clinical unit.

Individual responsible:
Manager of Case Management
Director/Managers of Clinical
Units

Date of Completion: 9/1/09
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